The results of the work of the Edinburgh Rehabilitation Medicine Service in one year were evaluated. Over 1400 new patients were seen, of whom 525 were in hospital at the time. Patients most often referred were those who had had cardiovascular accidents, back pain, lower limb amputations, and head injuries and those convalescing after heart surgery. Most patients had several problems. Many were referred so that they could obtain wheelchairs or other appliances, or for assessment of their ability to drive. Only 3% of the referrals were considered inappropriate. Of the inpatients, 455 (87%) returned home after treatment, but 13 (2%) did not respond satisfactorily to rehabilitation. Twelve per cent (18% of the inpatients) were referred from other health boards, suggesting a need for similar facilities elsewhere. 
The overall pattern is similar to a "Regional Disability Unit" as described in the Royal College of Physicians' report Physical Disability in 1986 and Beyond. 2 Any new service should be assessed before it is introduced all over the country but this presents difficulties.' End points such as mortality have only limited relevance, and recording unemployment rates has lost much of its usefulness in today's economic circumstances. A unit's activity may, however, be assessed; the allocation of scores for activities of daily living, the number of patients who return home, and the complication rates give some idea of the quality of the service. We therefore undertook a study to answer the following questions: What type of patients are referred for rehabilitation? How long do they wait for, and undergo, treatment? What services do they use? Do they make progress? What impedes progress? The last two questions will be answered fully in a subsequent paper.
Patients and methods
All new patients seen in one calendar year were entered into the study. Patients still under treatment on 30 December were followed up until discharge or until 30 June the following year, when we stopped collecting data.
The group studied comprised, firstly, inpatients, day patients, and outpatients at the two hospitals, each patient being classified only once by the most intensive type of treatment received; secondly, outpatients seen by a physician at either the community physiotherapy clinic or the assessment centre; thirdly, patients from the community rehabilitation service; lastly, patients seen at other hospitals or in their own homes.
When patients were first seen demographic data were recorded and acute problems noted. A "problem" (which could be physical, psychological, or social) included anything that affected assessment. A simple question on outcome (improved, unchanged, worse, do not know, other) was included; patients seen only once were always assigned to "do not know" unless definite evidence on outcome became available. For inpatients and day patients independence in the activities of daily living was assessed (by a method adapted from that of Smith4) at entry to and discharge from the rehabilitation unit.
Forms were completed by medical staff, often after discussion with other members of the team, and were reviewed by CR or YA to ensure consistency. The results were analysed with the statistical package for the social sciences (SPSS). for referral are listed in table II. Certain conditions occurred more often than listed here; thus 178 patients who had had cerebrovascular accidents were referred for management of acute strokes, but 79 were referred so that they could obtain wheelchairs or other appliances. Most patients had more than one physical problem; the three systems most often affected were neurological (48%), locomotor (48%), and cardiovascular (25%). Complications included urinary incontinence in 63 patients, faecal incontinence in 16, and pressure sores in 13. Of the 61 patients seen after lower limbs had been amputated, 21 had stumps that were not healing satisfactorily.
Psychological and social problems were reasons for referral in comparatively few patients (41 and 25 cases, respectively) but were present in two thirds of those presenting with physical ailments (table III) .
Nine hundred and fifty four (69%) of the patients had lived with their families before referral, but 285 (2 1%) had lived alone, including 42 (3%) who required assistance to remain in the community. Only 30 (2%) had been in institutions. There was an excess of social classes IV and V in the population of Lothian districts. Occupations are shown in table IV. If students, persons over retirement age, and those with household duties are excluded, 301 (42%) of the remainder were in full time employment, and 143 (20%) had retired on medical grounds.
The numbers of physical, psychological, and social problems are shown in table V. Certain physical and psychological problems commonly occurred together -for example, 19% of patients with back pain were depressed, and 16% suffered from anxiety. Anxiety was also recorded in 27% of those referred for rehabilitation after cardiac surgery or heart attacks.
Rehabilitation-At first assessment 36 (3%) new referrals were judged inappropriate; this group had a difference in the speed of rehabilitation between those with and without symptoms of anxiety. Outcome after treatment is shown in table VI. Patients were returned to acute units after incidents such as further cerebrovascular accidents. Follow up of the 13 patients in whom rehabilitation failed showed that only three ultimately returned home. We did not review 314 (48%) inpatients and day patients, who were followed up by the referring units. Of the inpatients, 82 (16%) attended the day hospital or had paramedical treatment after discharge from the ward; 111 (21%) were seen as outpatients (half of them only once), and 40 (8%) were reviewed in other ways-for example, in their homes.
Every patient was seen by a physician. All inpatients were treated by nurses, 522 (97%) received physiotherapy, and 427 (79%) occupational therapy. Selected patients were seen by a social worker 1 14 (21%), speech therapist 105 (20%), or clinical psychologist 49 (9%). Among outpatients 345 (46%) saw a physiotherapist, 55 (8%) were assessed for prostheses or other aids, and 48 (6%) saw an occupational therapist. Other professionals saw less than 5% of all outpatients. More patients used home helps (66 compared with 32) and voluntary agencies (25 compared with six) after rehabilitation than before. Some services, including community nursing, were used less frequently.
Overall, 819 patients (60%) improved after treatment, 223 (16%) were unchanged, 20 (1%) were worse, in 259 (19%) the outcome was not known, and 53 (4%), including 14 patients who died, have been classified as "other." Patients assessed as "worse" all had progression or recurrence of their disease.
Assessments of ability to cope with activities of daily living were available for 529 inpatients and day patients (88%). The pattern of improved independence varied among diagnoses (table VII) . Improvements in these abilities were greater among those with lower leg amputations and hemiplegia than among patients with back pain; in patients with heart disease the results were intermediate. Overall assessments of outcome were compared with scores of ability to cope with activities of daily living where available. Patients graded as "improved" all had better scores, those graded "worse" had poorer scores, and those graded "unchanged" showed only small changes-usually a slight improvement. tForty two patients scored after rehabilitation.
Discussion
The Mair report defined rehabilitation as "restoration of the patient to their fullest physical, mental and social capacity."' This unit has done what Mair envisaged. The range of diagnoses was extensive, and, except for inflammatory arthritis and chronic respiratory diseases (which are treated elsewhere in Edinburgh), was similar to that in the disabled British population in general. 5 The Mair report predicted that many patients would need a "psychosociosomatic" approach; the high incidence of psychological and social problems reported here is comparable with that in previous reports about disabled people.67 Unlike Mair's expectation, however, employment rehabilitation was not a primary aim because most of our employable patients were unemployed before their current illness. Return to work is often influenced less by medical rehabilitation than by social factors. ' Many patients improved after treatment, but in evaluating a service other factors must be considered. Straightforward comparisons with other rehabilitation units are unsatisfactory, as selection criteria and illnesses treated may vary. We aimed to assess patients who might benefit from the facilities in the unit; should an individual patient fail to make sufficient progress to be discharged, he returned to his referring unit to await placement. As only 3% of referrals were judged to be inappropriate for admission we did not feel that we accepted only patients with the greatest potential for improvement.
Improvements in ability to cope with the activities of daily living occurred for most of our inpatients and outpatients, but little has been published about the changes in disability with treatment with which we may compare our figures. The proportion walking independently after strokes, however, is in accord with published figures.9 The present study does not of course address the question of whether these improvements were spontaneous or the result of rehabilitation.
Lengths of stay depend in many specialties principally on diagnosis,'0 but our data support the experience of others that difficulties in finding suitable housing delay discharge. This must be taken into account in comparisons of units. Early discharge may result in heavy burdens on community resources, but our results do not suggest that this happened during the study period; community services were used by fewer people after discharge than before.
We therefore consider the efficacy of our service to be acceptable, but we are concerned that even a small number of patients waited a long time for assessment. In addition, selection criteria used by our colleagues for referring patients to our unit are not clear. The high incidence of anxiety in patients with heart disease suggests that this may be a factor in their referral.
This study is to some extent an audit of our work. Donabedian" divided audit into structure, process, and outcome, but these are closely interrelated'2 and our study comprises aspects of all three, which is necessary in any assessment of rehabilitation.
Rehabilitation covers physical, psychological, and social aspects of treatment; evaluation must include each of these. Many audits in other specialties compare performance with predetermined standards. This aids analysis, but any standards in rehabilitation medicine will need to be revised as more accounts of practice in the specialty are published. Information presented here has already proved valuable in planning future developments, but the full value of auditing will only be shown if, on repeat assessment, improvements can be documented.
The 
Travel and finance
We have been given generous help by the Commonwealth Foundation (which has given over £4000 each year for travel expenses) and the Lennox Boyd Memorial Trust (which has given over £2000). The Herefordshire Health Authority has provided free accommodation for visitors and accounting and administrative help. In addition, at the start of the link there were small donations from several drug companies. The cost of the link, excluding the help provided by the health authority and the hospitality and kindness of individual people in Muheza and Hereford, has been held under £6000 for eight visits each year.
Experiences
Why do they go and what do they gain? Staff go for experience, to learn, to study a project, sometimes to teach, for the adventure of visiting a different culture, and also to return home with ideas for improvements. These extracts from reports and letters give a flavour of the experiences in Muheza of English staff.
A consultant obstetrician and gynaecologist-"Muheza
